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Introduction  and  Review  of  Literature 


Numerous  studies  have  been  published  suggesting  that  there 

is  a  higher  incidence  of  psychiatric  problems  in  adopted  and 

foster  children  than  in  children  reared  in  their  biologic 

1 

families .  Schechter  was  among  the  first  to  observe  that  m 
his  private  psychiatric  practice  he  was  seeing  a  dispropor¬ 
tionately  high  number  of  adopted  children.  Of  the  120  children 
seen  over  a  five  year  period,  13.3%  were  adopted,  whereas  the 
estimated  incidence  of  adopted  children  in  the  national  popu¬ 
lation  was  about  1%.  Although  Schechter  noted  no  specific 
pattern  of  symptoms,  he  did  observe  an  aloofness  in  object 
relations,  making  close  personal  relationships  impossible. 
Schechter  felt  that  the  children's  adoptive  status  played  a 
significant  role  in  their  problems,  and  proposed  two 
hypotheses : 

1)  The  first  is  based  on  the  family  romance  theory 

2 

which  Freud  proposed  as  part  of  normal  child 
development.  Children  usually  go  through  a  period 
when  they  have  two  sets  of  parents:  real  and  fan- 
tasied.  Often,  good  feelings  are  projected  onto 
the  fantasied  parents  while  bad  feelings  are  pro¬ 
jected  onto  the  real  parents.  For  most  children, 
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these  two  sets  of  parents  eventually  fuse,  with 
concepts  of  good  and  bad  accepted  as  existing 
together  in  the  real  parents.  For  the  adopted 
child,  this  fusion  may  not  occur  since  he  has  in 
reality  two  sets  of  parents,  and  this  might  lead  to 
problems  in  development  or  behavior. 

2)  The  adoptive  parent  often  has  unconscious  guilt  and 
hostility  because  of  infertility  problems  and  tends 
to  project  this  hostility  onto  the  child, interfering 
with  the  formation  of  a  parent-child  relationship 
which  favors  healthy  development.  Furthermore,  there 
is  a  tendency  to  blame  a  child's  behavior  on  his 
heredity  and  not  deal  with  the  problems  directly. 

Eider  son  and  Livermore3  in  an  earlier  study  of  adopted  children 
put  forth  a  similar  theory. 

Spurred  by  Schechter's  initial  publication,  several  studies 

were  made  at  large  mental  health  centers,  comparing  the  number 

of  adopted  and  nonadopted  patients  seen  to  the  number  in  the 

4-10 

general  population  served  by  the  center.  Although  the 

figures  from  these  studies  were  not  as  impressive  as  those  in 
Schechter's  original  paper,  each  reported  more  adopted  children 
in  the  patient  population  than  in  the  general  community  popu¬ 
lation  (figure  1) .  The  type  of  problem  found  in  the  children 
was  generally  diagnosed  as  a  personality  disorder  with  symptoms 
including  temper  tantrums,  stealing,  lying,  aggression,  rejection 
of  discipline,  and  learning  problems.  The  ages  of  the  children 
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in  these  studies  generally  fell  into  the  seven  to  twelve  year 
old  range. 

Although  the  results  of  these  studies  seem  to  show  con¬ 
clusively  a  higher  percentage  of  adopted  children  with  emotional 
and  psychiatric  disturbances,  these  findings  should  be  inter¬ 
preted  cautiously.  As  Kirk,  Jonassohn  and  Fish‘d  pointed  out, 
the  quality  of  the  data  used  in  these  studies  was  vary  uneven. 

For  example,  no  attempt  was  made  to  differentiate  the  children 
in  terms  of  the  severity  of  symptoms.  It  is  unclear  whether 
the  adopted  children  are  brought  in  for  minor  concerns  on  the 
parents'  part  or  for  more  pathologic  symptoms.  There  was  also 
no  follow-up  to  determine  the  effect  of  these  disturbances  on 
adult  life.  Furthermore,  it  is  unknown  whether  natural  and 
adoptive  parents  will  seek  psychiatric  help  with  the  same  fre¬ 
quency  given  similar  problems  with  their  children.  At  the 
conclusion  of  their  paper.  Work  and  Anderson^  raised  the 
question:  Are  parents  of  adopted  children  more  anxious  or  more 

attuned  to  psychological  problems,  or  is  there  really  a  higher 
incidence  of  psychiatric  problems  in  the  adopted  child? 

Another  consideration  is  the  difficulty  of  determining  the 
actual  percentage  of  adopted  children  in  the  community.  In 
Schechter ' s  original  paper,  national  figures  for  the  percentage 
of  adopted  children  were  used.  As  other  authors^  have  observed, 
adoptive  families  generally  come  from  high  socioeconomic  strata, 
and  these  groups  contribute  disproportionately  to  the  caseload 
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of  private  psychiatric  services.  This  would  make  adopted  children 

seem  overly  represented  in  Schechter ' s  caseload  while  in  fact 

they  may  not  have  been,  at  least  not  to  the  degree  reported. 

From  the  percentages  in  figure  1,  it  can  be  seen  that  private 

psychiatric  practices  tend  to  report  a  greater  proportion  of 

adopted  patients  than  public  clinics.  In  the  Goodman, 

3 

Silberstein,  and  Mandell  paper  where  a  meticulous  effort  was 
made  to  determine  the  percentage  of  extraf amilial  adoptions  in 
the  community,  only  2.4%  of  the  patients  seen  were  adopted. 

Of  significance  is  the  fact  that  the  mental  health  center  in 
this  study  was  a  public  clinic  serving  a  lower  middle  class  area. 

A  third  factor  neglected  by  several  of  the  studies  in  inter¬ 
preting  the  results  is  the  age  at  which  the  children  were  adopted. 
The  age  at  the  time  of  adoption  varied  from  an  average  of  six 
months  in  the  Humphrey  and  Ounsted  paper  to  thirty  months  in 
the  Goodman,  Silberstein,  and  Mandell  paper.  Only  in  the 
Humphrey  and  Ounsted  paper  was  an  attempt  made  to  separate 
the  adopted  children  into  those  adopted  early  and  those  adopted 
late.  When  this  distinction  was  made,  less  stealing,  lying, 
cruelty  to  animals,  and  destruction  of  property  were  found  in 
the  early  adoptees.  Children  adopted  early  also  tended  to  have 
higher  IQ  scores  as  measured  by  the  Wechsler  Intelligence  Scale 
for  Children.  Apart  from  the  possibility  of  an  increased  ten¬ 
dency  of  enuresis  on  the  part  of  adopted  girls,  there  was  no 
difference  in  symptoms  between  children  adopted  early  and 
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children  living  with  their  natural  parents.  Based  on  Humphrey 
and  Ounsted's  study,  there  does  seem  to  be  a  significant  dif¬ 
ference  between  children  adopted  before  six  months  and  those 

12 

adopted  later.  Studies  by  Of  ford,  Aponte,  and  Cross  support: 
this  conclusion. 

Katz‘S  in  discussing  the  problem  with  placement  of  foster 
children  felt  that  the  age  at  the  time  of  placement  is  critical. 

A  child's  world  view  undergoes  changes  during  development. 
For  example,  during  the  egocentric  phase,  a  child  may  feel 
personally  responsible  for  events  occurring  around  him.  When 
being  taken  from  his  own  home  or  a  foster  home  to  be  placed  in 
another  foster  home,  a  child  may  feel  that  something  he  has 
done  wrong  caused  this  change.  During  other  phases  of  develop¬ 
ment,  different  assumptions  and  feelings  would  be  evoked  which 
would  influence  his  dominant  reaction  to  the  change. 

Studies  comparing  a  group  of  emotionally  disturbed  adopted 
children  to  a  matched  group  of  emotionally  disturbed  non-adopted 
children  revealed  that  while  the  groups  differed  in  symptoms, 
they  were  not  far  apart  in  severity  of  disturbances.  A  study 
comparing  a  group  of  25  emotionally  disturbed  adopted  children 
with  25  emotionally  disturbed  nonadopted  children1"  concluded: 

1)  Adopted  children  are  not  more  seriously  disturbed 
than  the  nonadopted  children. 

2)  Adopted  children  have  more  behavioral  problems  while 
nonadopted  children  have  more  neurotic  problems. 
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Others  also  concluded  from  their  studies  of  adopted  and  non- 
adopted  childr en^3"18  that  there  were  no  differences  in  severity 
of  disturbances.  The  attitudes  of  the  children  and  their  parents 
were  similar  in  all  of  the  studies;  the  children  were  dependent 
and  hostile  while  the  parents  were  indulgent,  inconsistent,  and 
destructive. 

When  normal  adopted  and  nonadopted  children  were  compared 

on  personality  traits,  no  significant  differences  were  found. 

19 

Mikawa  and  Boston  selected  children  from  a  public  school  who 
showed  no  emotional  disturbances  requiring  professional  inter¬ 
vention.  Factors  studied  included  hostile  and  dependent  ten¬ 
dencies,  ability  to  tolerate  stress,  anxiety  levels,  self-image, 
and  relationship  between  child  and  mother.  The  authors  stated 
(p.278)  ; 

The  similarity  in  personality  structure  on  the  dimensions 
measured  would  indicate  that  normal  adopted  and  nonadopted 
children  do  not  differ  extensively,  and  that  adoption 
itself  does  not  necessarily  result  in  systematic  changes 
in  personality  structure.  This  would  seem  to  indicate 
that  the  greater  incidence  of  emotional  disturbance  among 
adoptees  is  not  directly  related  to  the  fact  of  adoption 
per^  se,  but  to  consequent  parent -child  relationship 
difficulties . 

Another  study  of  the  po st -placement  functioning  of  adoptive 
20 

families  concluded  that  parental  attitudes,  and  not  the  fact 
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of  adoption,  were  of  greater  significance  in  determining  the 

II 

development  of  the  child,  Lawder  reported  that  parent 
variables  account  for  the  major  portion  of  overall  post¬ 
adoption  family  functioning."  (p.164) 

The  problem  of  emotionally  disturbed  adopted  children 

21 

has  been  studied  from  a  psychoanalytic  view.  Clothier  and 
22 

Reeves  both  focused  on  the  mother -child  relationship  and 
the  adopted  child's  lack  of  family  continuity.  Both  authors 
felt  that  the  sense  of  loss  in  terms  of  a  satisfying  early 
mother -child  relationship,  and  therefore  the  lack  of  fundamental 
security,  was  at  the  base  of  the  adopted  child's  emotional  and 
psychiatric  problems. 

On  the  basis  of  the  studies  reviewed  above  it  seems 
reasonable  to  conclude: 

1)  Adopted  children  are  brought  to  seek  psychiatric 
help  with  greater  frequency  than  nonadopted  children. 

2)  The  clinical  symptoms  of  children  brought  to  mental 
health  facilities  differ  between  emotionally  disturbed 
adopted  and  nonadopted  children  in  that  adopted  children 
tend  to  have  more  behavior  problems  wThile  nonadopted 
children  tend  to  have  more  neurotic  problems. 

3)  The  severity  of  the  symptoms  does  not  differ  between 
the  two  groups. 

Children  adopted  before  6  months  of  age  are  less 
likely  to  have  as  many  or  as  severe  emotional  problems 


4) 
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as  those  adopted  later. 

The  last  point  seems  easy  to  explain.  Children  adopted 

at  an  older  age  have  suffered  a  greater  degree  of  maternal 

deprivation  or  discontinuity  of  care  in  their  first  months  of 

life.  It  is  well  documented  how  such  experiences  can  adversely 

23  24  25 

affect  a  child's  development  '  '  .  Furthermore,  it  is 

probably  more  difficult  for  most  adoptive  mothers  to  gain  a 
satisfactory  relationship  with  an  older  child.  A  mother's 
feelings  for  a  child  are  more  likely  to  be  enhanced  if  the 
initial  bond  is  created  early  in  infancy  when  dependency  is 
the  greatest  . 

The  question  of  why  adopted  children  seem  more  prone  to 
emotional  disturbances,  particularly  behavior  problems,  is 
more  difficult  to  answer.  Many  speculations  have  been  made 
which  are  condensed  as  follows: 

1)  There  is  no  nine  month  gestation  period  for  the 
development  of  the  basic  foundation  for  parenthood. 
Instead,  the  adoption  waiting  period  may  be  filled 
with  anxiety  and  uncertainty  which  may  inhibit  the 
emotional  closeness  of  the  parents  to  the  child. 

2)  Adoptive  parents  tend  to  be  older  than  natural  parents 
and  therefore  tend  to  be  less  flexible  and  more  anxious 
about  daily  care. 

3)  Adopted  parents  may  value  their  child  so  highly  that 
they  overreact  in  child  rearing  activities  and  offer 
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an  inconsistent  pattern  of  care. 

4)  The  adopted  child  may  be  a  reminder  of  infertility  or 
lack  of  virility,  and  therefore  may  evoke  hostile 
behavior  from  one  or  both  parents. 

5)  The  stress  of  finding  out  about  his  adoption  may  be 
overwhelming  for  the  child,  especially  if  he  is  told 
in  a  hostile  way. 

6)  The  child  may  experience  guilt  and  shame  on  learning 
that  he  was  born  out  of  wedlock  or  that  his  natural 
parents  did  not  want  to  keep  him. 

7)  The  adopted  child  has  a  greater  identity  problem  than 
a  child  living  with  his  own  parents. 

8)  It  may  be  difficult  for  the  adopted  child  and  parents 
to  express  openly  their  angry  feelings  toward  each 
other . 

9)  Parental  feelings  toward  the  adopted  child  tend  to  be 
more  ambivalent  than  toward  a  biologic  child,  compli¬ 
cating  the  relationship  in  ways  that  may  be  pathogenic. 

The  adoptive  relationship  is  a  complex  one.  It  is  subject 
to  all  the  complexities  which  the  adoptive  process  involves  in 
addition  to  the  stresses  of  the  natural  parent-child  relationship. 
The  variety  and  number  of  speculations  made  about  the  adopted 
child  and  his  apparent  vulnerability  to  stress  attest  to  the 
difficulty  of  the  problem.  While  most  of  the  theories  presented 
above  carry  some  validity,  it  is  difficult  to  assess  which  of 
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the  theories  are  most  important.  Most  of  the  studies  done  so 
far  have  not  tried  to  narrow  the  scope  of  their  investigations 
in  order  to  test  the  strength  of  these  speculations. 
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Purpose  of  this  study 

The  study  to  be  reported  focuses  on  the  first  years  of 
life  prior  to  the  time  when  the  previously  described  psychiatric 
problems  of  the  adopted  child  would  be  manifest.  Comparisons 
are  made  of  the  development  of  children  in  adoptive,  foster, 
and  biologic  homes.  The  results  of  a  developmental  examination 
given  to  all  of  them  are  reported  and  compared.  It  is  the 
purpose  of  this  study  to  discover  if  there  are  any  differences 
among  the  children  from  adoptive,  foster,  and  natural  homes  in 
terms  of  their  performance  in  the  developmental  examination. 

This  information  could  be  useful  in  elucidating  reasons  why 
adoptive  and  foster  children  have  greater  emotional  difficulties. 

The  developmental  examination  utilized,  the  Revised  Yale 
Developmental  Schedules,  has  been  shown  in  several  studies^  ' 
to  be  a  valuable  tool  not  only  for  detecting  biologically  de¬ 
termined  developmental  disturbances,  but  also  for  identifying 
experiential  factors  that  affect  development,  especially  the 
adequacy  of  the  nurturing  received  from  the  parents.  The 
inference  is  made  in  the  comparison  of  the  children  in  this 
study  that,  when  all  children  are  excluded  whose  development 
might  be  at  risk  for  biological  reasons,  the  test  results 
permit  inferences  about  the  quantity  and  quality  of  maternal 


care. 
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Methods 

The  Child  Development  Unit  of  the  Yale  University  Child 
Study  Center  is  used  by  many  adoption  agencies  for  develop¬ 
mental  evaluation  of  children  who  are  adoption  and  foster 
home  candidates.  Private  and  public  child  care  agencies 
such  as  the  Catholic  Family  Service,  Jewish  Family  Service, 
and  the  Connecticut  State  Division  of  Child  Welfare  refer 
children  to  the  CDU  prior  to  finalization  of  adoption  plans, 
and  to  assess  a  foster  child's  suitability  for  adoption.  Al¬ 
though  some  of  the  children  referred  by  these  agencies  have  a 
problem  identified  prior  to  referral,  a  large  number  are  not 
thought  to  have  any  developmental  or  behavioral  problems. 

The  evaluation  at  the  CDU  includes  obtaining  information 
from  the  adoption  agency  social  worker  involved  in  the  case, 
interviews  with  the  foster  or  adoptive  parents,  and  develop¬ 
mental  testing  by  one  of  the  CDU  staff  members  using  the  Yale 
Child  Study  Center  Revised  Developmental  Schedules.  A  summary 
report  is  written  by  the  tester  briefly  describing  the  child’s 
performance  in  each  of  the  four  areas  tested  as  well  as 
impressions  of  the  child's  personality  and  behavior.  Extended 
evaluations  are  done  in  cases  where  there  is  a  question  of  a 
developmental  disability  or  emotional  problem  of  any  kind. 

The  records  of  three  groups  of  children  were  selected  for 
this  study  -  those  living  in  foster,  adoptive,  and  natural 
homes.  The  foster  and  adopted  groups  were  obtained  by  reviewing 
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the  daily  census  records  of  the  CDU  for  the  years  1965  through 
1972.  Initially,  the  names  of  all  foster  and  adopted  children 
seen  during  this  time  were  recorded.  The  charts  of  these 
children  were  reviewed  and  those  meeting  the  following  criteria 
were  selected  for  this  study: 

1)  Those  children  within  the  age  range  of  sixteen  to 
thirty  months. 

2)  Those  children  who  had  been  placed  in  their  present 
foster  or  adoptive  home  before  six  months  of  age. 

3)  Those  children  who  had  been  in  their  present  foster 
or  adoptive  home  for  at  least  twelve  months. 

4)  Those  children  who  showed  no  evidence  of  inborn  or 
acquired  somatic  defects. 

5)  Those  children  who  were  not  premature  infants. 

6)  Those  children  who  were  referred  for  routine 
evaluation  and  who  were  not  thought  to  have 
significant  behavioral,  developmental,  or  emo¬ 
tional  problems. 

Of  the  89  charts  reviewed,  only  18  adopted  children  and 
26  foster  children  met  these  criteria.  Although  none  of  the 
adopted  children  were  older  than  20  months,  many  of  the  foster 
children  were  older  than  25  months.  In  order  to  make  the  groups 
comparable  in  age  range,  seven  of  the  older  foster  children  were 
dropped,  leaving  19  foster  cases  with  an  age  range  of  16  to  26 
months.  The  children  used  in  this  study  are  not  intended  to  be 
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representative  of  the  foster  and  adopted  children  seen  at  the 
CDU.  However,  they  were  selected  to  represent  as  closely  as 
possible  those  children  who  had  continuity  and  stability  of 
care  similar  to  children  living  with  natural  parents. 

A  comparison  group  of  children  living  with  their  natural 
parents  were  selected  from  families  that  had  participated  in 
developmental  studies  conducted  at  the  Yale  Child  Study  Center. 
The  developmental  evaluations  utilized  in  these  studies  provided 
data  comparable  to  that  of  the  adopted  and  foster  home  children. 
These  children  were  in  the  age  range  of  16  to  26  months,  the 
same  as  the  foster  and  adopted  groups. 

The  data  sheet  in  figure  2  was  used  to  select  the  infor¬ 
mation  on  the  foster  and  adopted  children.  Identification 
data  including  name,  age,  sex,  CDU  case  number,  and  adoptive 
or  foster  status  of  the  child  was  obtained.  Also  recorded  were 
the  source  of  referral  to  the  CDU  and  the  reason  for  the  refer¬ 
ral.  Further  information  collected  included: 

1)  Family  structure  -  the  foster  or  adoptive  parents' 
age  and  occupation,  the  number  of  siblings  in  the 
household,  and  their  ages. 

2)  Biologic  family  background  -  biologic  parents' 
occupation  and  education  as  well  as  significant 
family  medical  history,  including  mental  retardation 
and  psychiatric  illness.  The  nature-nurture 


controversy  still  rages,  and  therefore  it  was  felt 
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important  to  gain  information  about  the  children's 
genetic  background, 

3)  The  child's  experiences  prior  to  placement  in 

present  home  -  birth  history,  time  spent  with  natural 

mother,  in  institutional  care,  or  in  previous  foster 

homes.  Complications  during  pregnancy  and  delivery 

have  been  shown  to  correlate  with  developmental 
27 

delays.  It  would  also  be  expected  that  psycho¬ 
social  experiences  prior  to  final  placement  could 
influence  the  child's  later  development. 

4)  Foster  or  adoption  home  history  -  age  at  time  of 
present  placement,  length  of  time  the  child  has  been 
in  present  home,  and  problems  reported  by  foster 

(or  adoptive)  parents  with  the  placement. 

5)  Developmental  history  -  physical  growth,  developmental 
milestones,  and  evaluation  of  developmental  status  by 
the  CDU .  The  latter  was  recorded  by  first  determining 
the  developmental  age  of  the  child  in  motor,  adaptive, 
language,  and  personal-social  areas.  From  this  figure 
and  the  chronological  age  of  the  child,  the  develop¬ 
mental  quotient  for  each  of  the  four  areas  was  calcu¬ 
lated,  as  well  as  the  overall  developmental  quotient. 
The  average  motor,  adaptive,  language,  and  personal- 
social  developmental  quotients  were  found  for  each 
group  and  the  standard  deviation  for  each  group  was 
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calculated . 

6)  Child’s  personality  traits  and  behavior  -  any  evidence 
for  deviant  or  abnormal  behavior  on  the  part  of  a 
child  noted  by  the  developmental  tester.  It  was 
expected  that  evidence  for  future  emotional  or 
behavioral  disorders  might  be  noted  at  this  time. 

Data  for  the  control  group  of  children  was  handled  in  a 
similar  way.  Their  developmental  testing  was  analyzed  in  an 
identical  manner.  Information  about  birth  history,  family 
medical  history,  and  the  number  of  siblings  was  also  recorded. 
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Results 

Figures  3-22  summarize  the  data  compiled  during  the 
study . 

The  children's  performance  on  the  Yale  Child  Study  Center 
Revised  Developmental  Schedule  is  shown  in  figures  3-9.  The 
developmental  quotients  of  each  child  in  terms  of  motor, 
adaptive,  language,  and  personal-social  skills  are  graphed 
in  histogram  form  in  figures  5-9.  The  averages  of  the  develop¬ 
mental  quotients  in  all  four  areas  and  the  standard  deviations 
are  shown  for  each  of  the  three  study  groups.  The  average 
motor,  adaptive,  language,  and  per so nal- social  quotients  are 
graphed  in  figure  4. 

The  foster  children  consistently  perform  at  a  lower  level 
than  the  adopted  and  control  children.  The  adopted  children 
perform  at  the  same  level  as  the  control  children. 

The  average  developmental  quotients  of  the  foster  children 
uniformly  fall  8  to  10  points  below  those  of  the  other  two 
groups.  There  are  no  particular  areas  in  which  the  foster 
children  appear  to  perform  especially  poorly.  The  standard 
deviations  in  the  foster  group  are  larger  than  those  in  the 
other  two  groups,  indicating  greater  variability  in  the 
performance  of  the  foster  children.  In  all  three  groups, 
language  is  the  area  of  poorest  performance  and  the  area  with 
the  largest  standard  deviation. 
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The  three  groups  are  comparable  in  terms  of  sex,  age  and 
birth  history  of  the  children.  There  is  a  1:1  ratio  between 
males  and  females  in  the  three  groups  of  children  (figure  10) . 

The  ages  of  the  children  (figure  11)  range  from  16  to  26  months. 
Figure  12  shows  the  birth  history  of  the  children  in  the  study. 
There  were  no  complications  during  pregnancy  or  labor  in  any  of 
the  cases.  In  the  foster  group,  there  were  two  breech  deliveries 
and  two  Cesarean  sections.  In  the  adopted  group,  there  was  one 
breech  delivery,  one  Cesarean  section,  and  one  low  forceps 
delivery.  In  the  control  group,  there  were  no  complications 
at  delivery.  There  was  no  history  of  prematurity,  fetal  distress, 
infant  resuscitation,  or  other  birth  complications  in  any  of  the 
ch  i  1  dr  en . 

The  size  of  the  family  differs  among  the  three  groups 
(figure  13).  89%  of  the  adopted  children  and  83%  of  the  control 

children  have  one  or  no  siblings.  In  the  foster  group,  68%  of 
children  come  from  foster  families  of  four  or  more  children. 

When  the  foster  children  with  three  or  more  siblings  are  compared 
with  those  from  smaller  foster  families,  the  scores  on  the 
developmental  test  are  significantly  lower  for  the  children 
from  larger  families  (figures  14-15) . 

In  terms  of  family  history  of  psychiatric  illness  or  mental 
retardation  (figure  16),  42%  of  the  foster  children  have  a 
positive  family  history  while  none  of  the  adopted  children  do. 

Four  of  the  parents  in  the  control  group  were  psychologically 
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disturbed  and  receiving  help  for  their  problems.  The  natural 
mothers  of  three  of  the  foster  children  were  reported  to  have 
IQ's  below  86 7  another  mother  and  father  were  reported  by  the 
social  worker  to  be  retarded;  in  the  fifth  case,  a  maternal 
aunt  and  uncle  were  reported  to  be  retarded.  In  three  cases, 
the  natural  mother  and  father  were  known  to  be  mentally  ill 
and  in  two  of  these  cases  both  parents  were  hospitalized  at  a 
psychiatric  institution.  In  eleven  of  the  foster  cases,  the 
natural  fathers  were  unknown  and  therefore  their  medical  history 
was  unavailable.  Only  two  of  the  natural  fathers  of  the  adopted 
children  were  unknown.  In  three  of  the  foster  cases  and  one 
of  the  adopted  cases,  the  medical  history  of  neither  mother  nor 
father  was  known. 

The  high  incidence  of  a  family  history  of  mental  retardation 
or  psychiatric  illness  in  the  foster  children  raised  the  question 
of  whether  the  genetic  background  of  the  foster  children  might 
be  responsible  for  their  lower  performance  on  the  developmental 
testing.  Therefore,  the  eight  foster  children  with  a  positive 
family  history  were  separated  from  the  other  foster  children, 
and.  these  two  groups  were  compared.  As  shown  in  figures  17  and 
18,  the  foster  children  with  a  family  background  of  mental 
illness  performed  at  a  slightly  higher  level  than  the  other 
foster  children  in  all  areas.  A  family  background  of  mental 
illness  does  not  appear  to  lower  a  child's  performance  in  the 
developmental  testing. 
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The  placement  histories  of  the  foster  and  adopted  children 
were  reviewed  to  see  if  there  were  differences  which  could 
account  for  the  foster  group's  poorer  performance  on  the 
developmental  tests.  Almost  80%  of  the  foster  children  were 
placed  in  their  homes  under  one  month  of  age  (figure  19) .  The 
adopted  children  tended  to  be  placed  slightly  later;  88%  of 
them  were  placed  before  four  months  of  age.  Foster  children 
tended  to  have  been  in  their  placement  home  for  a  longer  period 
of  time  than  adopted  children.  84%  of  the  foster  group  had 
spent  sixteen  months  or  more  in  their  foster  home  at  the  time 
of  developmental  evaluation  at  the  CDU;  only  44%  of  the  adopted 
children  had  been  living  with  their  adoptive  parents  for  sixteen 
or  more  months  (figure  20) . 

Two-thirds  of  the  adopted  children  had  lived  in  foster 
homes  prior  to  their  final  adoptive  placement  (figure  21) . 

Over  two-thirds  of  the  foster  children  had  been  placed  directly 
into  their  current  home,  with  no  previous  placements.  Three  of 
the  eighteen  adopted  children  had  spent  two  weeks  or  less  in  a 
hospital  nursery.  Two  of  the  nineteen  foster  children  had  spent 
time  in  a  foundling  home,  one  child  for  6  days  and  the  other 
child  for  4  months. 

All  but  one  of  the  adopted  and  foster  children  were 
referred  by  an  adoption  agency  for  developmental  evaluation 
at  the  CDU.  The  foster  mother  of  one  child  requested  a  CDU 
evaluation  because  of  a  custodial  issue.  Since  this  child  met 
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all  the  criteria  used  for  case  selection  and  since  she  received 
the  same  developmental  evaluation  given  to  the  other  children, 
the  case  was  included  in  the  study. 

Although  all  of  the  children  were  considered  normal  when 
developmental  evaluation  was  requested,  a  few  parents  expressed 
concerns  about  their  children.  Five  of  the  foster  and  adoptive 
parents  raised  questions  about  their  child's  poor  articulation, 
slow  development,  or  delayed  speech.  One  foster  child  had  been 
subjected  to  two  rather  prolonged  hospitalizations  for  ortho¬ 
pedic  problems,  but  the  parents  had  not  mentioned  any  develop¬ 
mental  problems  in  the  child.  74%  of  the  foster  parents  and 
94%  of  the  adoptive  parents  voiced  no  concern  over  their  child's 
development  or  behavior . 

In  five  of  the  nineteen  foster  children,  staff  members 
at  the  CDU  raised  the  question  of  under stimulation.  In  only 
one  adopted  child  was  evidence  for  under stimulation  detected. 

None  of  the  adopted  or  foster  children  were  considered 
to  have  deviant  personalities.  Symptoms  of  handposturing, 
mouthing,  head  banging,  and  temper  tantrums  were  noted  in  six 
of  the  children  as  shown  in  figure  22,  but  were  judged  to 
reflect  transient  situational  disturbances  only.  Note  was 
made  of  marked  shyness  and  inhibition  in  seven  of  the  foster 
children  during  the  test  situation,  and  one  foster  child  was 
noted  to  be  quite  passive. 
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Discussion 

As  outlined  in  the  review  of  literature,  there  is  con¬ 
vincing  evidence  that  adopted  and  foster  children  have  an 
increased  incidence  of  psychiatric  and  emotional  problems. 

The  magnitude  of  this  increased  incidence  is  uncertain  as  are 
the  causative  factors.  The  difficulty  in  studying  the  etiologies 
lies  in  separating  the  many  factors  so  that  they  can  be  investi¬ 
gated  individually.  By  selecting  a  group  of  young  children, 
those  factors  relating  to  the  psychology  of  the  adopted  child 
are  removed  since  the  young  child  is  unaware  of  his  adoptive 
status.  This  leaves  parental  factors  and  biological  factors 
as  major  influences  in  a  child's  development.  While  it  is  true 
that  a  child's  input  to  the  parent-child  relationship  has  sig¬ 
nificance,  the  parents  play  the  primary  role  in  establishing 
patterns  of  parent -child  interactions,  especially  during  the 
early  months  of  life. 

In  selecting  the  children  for  this  study,  care  was  taken 
to  eliminate  certain  non-parental  factors  which  could  account 
for  developmental  delays  -  for  example,  prematurity,  neurologic 
defects,  and  multiple  and  late  adoptive  and  foster  home  place¬ 
ments.  Once  the  groups  had  been  selected  using  the  criteria 
mentioned  in  the  methods  section,  other  non-parental  factors 
not  controlled  in  the  selection  process  were  analyzed.  These 
included  sex,  family  size,  family  history  of  mental  illness  or 
retardation,  birth  history,  and  number  and  type  of  previous 
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adoptive  or  foster  home  placements. 

The  hypothesis  of  this  paper  was  not  supported  by  the  findings 
of  the  study.  Foster  children  performed  less  well  on  the  develop¬ 
mental  tests  than  the  control  children,  but  adopted  children 
performed  at  comparable  levels  with  the  control  children.  All 
children  studied  were  considered  to  be  "within  normal  range" 
by  the  developmental  examiners. 

Two  factors  -  family  size  and  family  history  of  mental 
illness  and  retardation  -  were  explored  as  possible  explanations 
for  the  foster  children’s  poorer  performance.  The  finding  that 
the  foster  children  were  living  in  larger  families  than  both 
the  adopted  and  control  group  children  appears  to  explain  in 
part  the  foster  children’s  lower  developmental  scores.  The 
foster  children  from  larger  families  had  average  developmental 
quotients  tv?o  to  five  points  lower  than  those  foster  children 
from  smaller  families.  This  accounts  for  about  one-half  of 
the  difference  between  the  foster  children's  average  developmental 
quotients  and  those  of  the  adopted  and  control  children. 

Studies  of  neglected  and  "failure  to  thrive"  children  have 
shown  a  high  incidence  of  large  families  It  has  been  specu¬ 

lated  that  these  children,  especially  infants,  tend  to  be  under  - 
stimulated  since  the  demands  on  the  mother  from  the  older  more 
active  children  may  over-tax  her  capacities  and  reduce  the  time 
she  can  spend  with  her  baby.  The  fact  that  there  v/as  evidence 
for  under stimulation  in  five  of  the  foster  children  also  lends 
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support  to  this  theory. 

In  terms  of  family  medical  history ,  the  foster  children 

differed  from  the  other  two  groups  in  that  there  was  a  higher 

incidence  of  mental  retardation  and  mental  illness  in  their 

natural  parents.  However,  when  the  foster  children  are  separated 

into  two  groups,  one  with  a  positive  family  history  and  one 

without,  the  developmental  scores  of  the  two  groups  are  comparable 

Therefore,  the  presence  of  such  a  family  history  does  not  appear 

to  be  an  explanation  for  the  fact  that  the  foster  children 

perform  below  the  other  two  groups  of  children  in  the  develop- 
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mental  testing.  Skeels  and  others  have  published  long¬ 

term  studies  of  adopted  and  foster  children  and  have  concluded 
that  the  hereditary  background  of  a  child  does  not  often  exert 
a  predetermining  force  over  his  development  if  he  is  placed  in 
a  stimulating  and  loving  environment.  Known  inherited  defects 
would,  of  course,  be  exceptions  to  this  statement. 

Although  the  adopted  and  foster  children  were  selected 
because  they  were  placed  at  an  early  age  and  had  not  had 
multiple  parental  figures,  many  of  them  had  one  previous  placement 
When  the  adopted  and  foster  children  are  compared,  the  foster 
children  generally  were  placed  at  an  earlier  age  and  most  of 
them  had  been  placed  in  their  present  home  as  neonates.  The 
foster  children  also  had  spent  longer  periods  of  time  in  their 
present  home  compared  to  the  adopted  children.  This  is  probably 
explained  by  the  earlier  placement  of  the  foster  children  and 
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the  fact  that  the  foster  children  tended  to  fall  into  a 
slightly  older  age  group.  In  terras  of  continuity  and  sta¬ 
bility  of  care,  the  foster  children  have  had  a  more  favorable 
placement  history.  Yet,  these  children  perform  less  well  on 
the  developmental  exam  than  the  adopted  children.  Environ¬ 
mental  factors  -  the  quality  of  the  home  environment  and 
parental  relationships  -  must  be  playing  a  role.  These  may 
be  responsible  for  the  lower  developmental  scores  not  accounted 
for  by  the  factor  of  family  size.  Foster  parents  do  not  seem 
to  provide  as  favorable  a  nurturing  environment  as  adoptive 
and  natural  parents.  Several  possible  reasons  for  this  exist. 
The  foster  home  placement  is  a  temporary  one,  and  because  of 
the  transitory  nature  of  the  relationship,  it  may  be  more 
difficult  for  foster  parents  to  have  the  depth  of  emotional 
investment  and  commitment  to  a  child  as  natural  or  adoptive 
parents.  This  occurs  even  in  many  situations  in  which  interest 
in  the  child  is  genuine  and  the  care  is  conscientious  and 
responsible.  The  motives  of  some  foster  parents  can  be  ques¬ 
tioned  since  they  may  be  motivated  principally  by  financial 
considerations . 

Adopted  children  perform  comparably  to  children  living 
in  their  natural  homes.  It  appears  that  adoptive  parents  are 
able  to  fulfill  the  nurturing  role  as  adequately  as  natural 
parents.  The  lack  of  a  nine  month  gestation  period,  the 
anxieties  generated  by  the  adoption  process,  and  the 
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infertility  of  one  of  the  parents  do  not  seem  to  interfere 
with  the  development  of  adequate  parent -child  relationships, 
at  least  not  in  children  in  the  age  range  studied  here. 

Whether  the  children  in  this  adopted  group  will  develop 
emotional  problems  at  a  later  age  is  difficult  to  predict. 
Probable  stresses  in  the  parent-child  relationship  which  occur 
as  the  "normal  difficulties"  of  the  later  pre-school  period 
are,  of  course,  not  predictable  by  single  developmental 
assessments  at  this  age.  It  may  well  be  that  the  problem  in 
parent-child  relationships  leading  to  clear-cut  psychiatric 
difficulties,  most  often  are  generated  after  the  infancy  period. 
More  specifically,  how  the  child  along  with  his  parents  deals 
with  the  knowledge  of  his  adoptive  status  may  be  a  highly 
significant  factor  in  later  development.  The  psychology  of 
the  adopted  child  which  Clothier,  Schechter,  and  others  deal 
with  may  be  crucial  to  the  explanation  for  the  adopted  child's 
greater  vulnerability  to  emotional  and  psychiatric  problems. 
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Figure  1  Summary  of  studies  of  adopted  children  seen  in  mental  health  services 
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Child’s  name 
Case  # 

Referred  by 

FAMILY  STRUCTURE 

Mother’s  age 
Father’s  age 
No,  of  siblings 

BIOLOGIC  FAMILY  BACKGROUND 

— W— — — — ■ — I  III  . . . . . 

Mother’s  occupation 
Father’s  occupation 
Family  medical  history 

EXPERIENCES  PRIOR  TO  ADOPTION 

Birth  history 
With  biologic  mother 
Foster  home 
Institutional  care 
Other 


Age  Sex 

Biologic  Adopted  Foster 
Reason 

Occupation 

Occupation 

Ages 

Education 

Education 

OR . FOSTER  HOME  PLACEMENT 


ADOPTION  OR  FOSTER  HOME  HISTORY 

Age  at  time  of  present  adoption  or  foster  home  placement 
Length  of  time  child  has  been  in  present  home 
Problems  with  placement 


Figure  2a.  Data  sheet 


. 
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DEVELOPMENTAL  HISTORY 
Physical  growth:  Normal 

Developmental  milestones: 


Retarded 

Reached  for  objects 
Smiled 
Rolled  over 
Sat  up 

Pulled  to  stand 
Crawled 
Walked  alone 
Toilet  trained 
Speech  -  words 

phrases 

sentences 

intelligibility 

comprehension 


Evaluation  of  developmental  status  at  Child  Study  Center: 


Test  area 

Motor 

Adaptive 

Language 

Personal-social 

Overall 


Developmental  age 


Developmental  quotient 


CHILD »S  PERSONALITY  AND  BEHAVIOR 


Soiling 

Thumbsucking 

Bedwetting 

Head  banging 

Rocking 

Compulsions 

Firesetting 

Tantrums 

Hyperactivity 

Special  fears 

Craving  for  food  or  drink 


Sadness 

Shyness 

Feels  inferior 

Sensitive  to  criticism 

Anxious 

Cries  easily 

Fights  with  parents 

Fights  with  peers 

Passive 

Aggressive 

Dependent,  clinging 


Figure  2b  Data  sheet  (continued) 
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Average 

developmental 

quotient 

CONTROL 

ADOPTED 

FOSTER 

Motor 

111 

114 

103 

J  Adaptive 

114 

110 

103 

Language 

104 

104 

97 

Personal-social 

112 

113 

103 

Overall 

110 

110 

102 

J 

Figure  3  Summary  of  results  from  developmental  testing 
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Figure  4  Developmental  profiles  of  the  three  study  groups 


%  of  cases  %  of  cases  %  of  cases 
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50 


ADOPTED 


40 


30 


Average  =  114 
S.  D»  =  8 


20 

10 


Figure  5  Distributions  of  motor  developmental  quotients 


%  of  cases  %  of  cases  %  of  cases 
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Figure  6  Distributions  of  adaptive  developmental  quotients 


%  of  cases  %  of  cases  %  of  cases 
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50  - 
40  '• 
30- 


ADOPTED 
Average  -  104 

s0  d9  =  15 


20 


10 


Figure  7  Distributions  of  language  developmental-  quotients 


%  of  cases  %  of  cases  %  of  cases 
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30 

20 

10 


CONTROL 

Average  -  112 
S#  De  -  9 


50” 

40” 

30” 

20” 

10” 


ADOPTED 

Average  =  113 
S.  Do  ~  8 


50” 

40” 


FOSTER 


30 


20- 

10 


Figure  8  Distributions  of  personal-social  developmental 
quotients 


%  of  cases  %  of  cases  %  of  cases 
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50 


FOSTER 


Figure  9  Distributions  of  overall  developmental  quotients 
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CONTROL 

ADOPTED 

FOSTER 

Male 

9 

9 

8 

Female 

9 

9 

11 

Figure  10  Sex  of  children  in  study 
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AGE  IN  MONTHS 

CONTROL 

ADOPTED 

FOSTER 

16 

1 

7 

4 

17 

2 

2 

3 

18 

7 

5 

2 

19 

0 

3 

0 

20 

2 

1 

1 

21 

0 

0 

1 

22 

2 

0 

3 

23 

0 

0 

0 

24 

2 

0 

0 

25 

1 

0 

3 

26 

1 

0 

2 

Figure  11  Age  of  children  in  study 
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CONTROL 

ADOPTED 

FOSTER 

Unknown 

0 

0 

1 

No  complications 

18 

15 

14 

Caesarean  section 

0 

1 

2 

Breech  delivery 

0 

1 

2 

Low  forceps 

delivery 

0 

1 

0 

Figure  12  Birth  history  of  children  in  study 
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NUMBER  OF 

SIBLINGS 

CONTROL 

ADOPTED 

FOSTER 

0 

7 

7 

0 

1 

8 

9 

3 

2 

2 

1 

3 

3 

1 

1 

6 

4 

0 

0 

5 

5 

0 

0 

2 

Figure  13  Number  of  siblings  in  study  families 
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Average 

developmental 

quotient 

All  foster 

children 

Less  than  3 

siblings 

3  or  more 

siblings 

Motor 

103 

108 

100 

Adaptive  i 

103 

105 

103 

Language 

9? 

101 

95 

Personal-social 

. 

103 

106 

102 

Overall 

102 

105 

100 

Figure  14  Comparison  of  foster  children  from  larger 
families  with  those  from  smaller  families 


Developmental  quotients 
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120 


—  Less  than  three  siblings 

—  Three  or  more  siblings 


no-- 


100-- 


— 1 

Motor 


Adaptive  Language  Personal* 

social 


Overall 


Figure  15  Developmental  profiles  of  foster  children 
from  large  families  compared  with  foster 
children  from  small  families 0 
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CONTROL 

ADOPTED 

FOSTER 

Unknown 

0 

1 

3 

None 

1? 

8 

Psychiatric 

illness 

4 

0 

3 

Mental 

retardation 

0 

0 

5 

Figure  16  Family  history  of  mental  illness  or  retardation 


Average 

developmental 

quotient 

All  foster 

children 

Negative 

history 

Positive 

history 

Motor 

103 

101 

104 

Adaptive 

103 

102 

103 

Language 

97 

94 

101 

Personal- social 

103 

101 

10? 

Overall 

102 

100 

104 

i 

Figure  1?  Results  of  developmental  testing  in  foster 
children  with  and  without  family  history  of 
mental  illness 


Developmental  quotient 
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Figure  18  Developmental  profiles  of  foster  children 
with  and  without  family  history  of 
psychiatric  illness 


U6 


AGE  IN  MONTHS 

ADOPTED 

FOSTER 

Neonate 

6 

15 

1 

3 

0 

2 

3 

1 

3 

4 

1 

4 

1 

1 

5 

1  1 

1 

Figure  19  Age  of  adopted  and  foster  children  at 
time  of  placement 


MONTHS 

: 

ADOPTED 

FOSTER 

'  «  ■  '  . .  ■  1  . | 

Unknown  j 

1 

1 

12 

0 

0 

13  1 

2 

1 

3 

1 

15 

4 

0 

16 

4 

3 

17 

1 

3 

18 

1 

1 

More  than  18 

3 

5 

Figure  20  Time  spent  in  present  home 


ADOPTED 

FOSTER 

Unknown 

3 

1 

No  prior  placements 

3 

13 

Previous  foster  home 

12 

3 

j 

Institutional  care 

 . . 

3 

2 

Figure  21  Experiences  prior  to  placement 
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!  ADOPTED 

FOSTER 

Headbanging 

2 

r~ 

0 

Handposturing 

0 

i 

Mouthing 

0 

i 

Temper  tantrums 

0 

2 

Shyness 

0 

7 

Passivity 

0 

1 

Figure  22  Abnormal  behavior  patterns  noted  during 
developmental  evaluation 
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